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SUMMARY

The purpose of this report is to provide background information and analysis to enhance the
formulation of health care reform policy options in Turkmenistan. Specific points to consider in this
analysis are the following:

Budget controls and reductions are being implemented in Turkmenistan. If the experience of
other Central Asian countries is any indication, the integrity of Turkmenistan’s health budget
may be increasingly subject to factors beyond its control (for example, the deregulation of
energy prices). Other countries have reacted by maintaining their current labor costs and
substantially cutting pharmaceuticals, medical supplies, and equipment, which could jeopardize
the quality of care.

Investment in capital assets should be planned carefully and match the overall objectives for the
type and level of services Turkmenistan desires. It is important to ensure that sufficient
operating funds are available to sustain any new capital investment.

The process for determining budget priorities during budget reductions should be evaluated to
ensure that it matches overall health sector goals. Other methods of financing may also be
considered, for example, user fees for inpatient food to fund pharmaceuticals, medical supplies,
and equipment at higher levels.

The government should consider an evaluation of the health care delivery system to determine
whether enough flexibility exists in a structure in which different levels of facilities are funded
and controlled by different political units. Do facilities duplicate services and are they able to
respond to changing conditions? The evaluation should also consider whether some
specialized facilities should be merged into general facilities, again, to provide a greater level of
flexibility in the health care delivery system.

BACKGROUND AND DATA COLLECTION

This report presents a preliminary analysis of health care providers and the health care delivery system
in Turkmenistan. The analysis of the structure and efficiency of the delivery system will be used to
facilitate the development of a more detailed country action plan for the ZdravReform Program and as
background material for the World Bank’s health sector review.

Two different types of data were collected and used in this analysis—(l) aggregate characteristics,
utilization data, and financial data by velayet (oblast); and (2) facility-level characteristics, utilization
data, and financial data for a sample of facilities. The facilities for which individual-level data were
collected are central facilities, Ashgabat City facilities, and facilities in Mary Velayet. The facilities in
Mary Velayet are velayet level; those in Mary City and Bairam-Ali City are municipal level. All those in
the three etrops (rayons) studied—Mary, Bairam-Ali, and Vekil Bazaar—consist of small rural
hospitals (SUBS) and rural ambulatory centers (SVAs) located on collective farms.
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Provider characteristics and utilization data at both the aggregate and facility level were collected at the
National Ministry of Health (MOH) Medical Statistics Department. The chief of this department is
Muhamet Kurbanmamedov, a very competent man with exceptional knowledge about Turkmenistan’s
health care system. He has worked very hard to collect data for all facilities in the country, aggregate
them to the national level, and publish books about the data yearly.

Aggregate financial data for Turkmenistan and central facility financial data were collected at the
National MOH Health Planning Department from the department’s chief, Nazira Ismailova, who was
also very helpful in coordinating collection of financial data at other sites. In contrast to the MOH
Statistics Department, the National MOH Health Planning Department does not provide financial data
for all facilities in the country; rather, data for individual facilities are available from the particular
government-level ministry or department of health that controls the facility.

Data were also collected at the Academy of Sciences for its hospitals; the Ashgabat City MOH for
Ashgabat City municipal facilities; the Bairam-Ali MOH for Bairam-Ali City municipal facilities; and
the Mary Velayet MOH for Mary Velayet facilities, Mary City municipal facilities, and the three etrops
(data were brought there from the etrops).

AGGREGATE-LEVEL ANALYSIS

Data

This portion of the report looks at aggregate-level data for 1993 and 1994. For both of these years,
data are organized by velayet and are broken down by type of medical facility according to cost. These
data are summarized in Tables 1 and 10, which show total velayet health costs by type of facility (these
tables also includes aggregate health statistics), and Tables 2 and 11, which show total velayet costs by
budget category according to "chapters," which are units that are used to classify operating expenses
into direct and indirect costs.

For the data presented in this report, budget chapters are categorized as follows:

Chapter 1: wages and salaries;
Chapter 2: charge on payroll (taxes);
Chapter 3: office and housekeeping expenditures;
Chapter 4: business trips and per diem;
Chapter 5: textbooks and audiovisual supplies;
Chapter 8: scholarships;
Chapter 9: food (patient only);
Chapter 10: purchasing of pharmaceuticals and dressings;
Chapter 12: purchasing of inventory and equipment;
Chapter 14: purchasing of soft supplies and medical uniforms;
Chapter 15: state capital investments according to plan;
Chapter 16: capital repair; and
Chapter 18: miscellaneous.



Data are also presented by individual velayet (Tables 3, 4, and 5; 7, 8, and 9; 12, 13, and 14; and 16,
17, and 18). Tables 6 and 15 illustrate data for central facilities  in  1994 and 1993, respectively.  Budget
figures  are represented  as actual;  however,  as in the remainder  of the former  Soviet  Union,  overlap
may occur  between  actual  costs and budget  norms.

Two data issues are immediately obvious, and continued analysis will undoubtedly raise more
qualifications. One is the relationship between Ashgabat City facilities and central facilities. Many of
the indicators  for these  two levels  of facilities  are skewed  in opposite  directions,  suggesting  the need
for further  investigation  of the overlap  between  them. Second,  the distribution  rather  than the absolute
level  of costs is analyzed,  as neither  the change  in currency  from rubles  to manats between  1993 and
1994 nor inflation  levels are addressed  in  this report.

Budget  categories  across  Velayet and Type of Facility

Salaries  (chapter  1) were  49.4 percent  of total1  health  care costs  for all of Turkmenistan  in 1993, and
42.8 percent  in 1994. This  shift in the structure  of health  care costs  between  1993 and 1994 can be
broken  down as follows:

a 6.5 percent  decrease  in salaries (chapter  1);
a 2.0 percent  increase  in office expenditures  (chapter  3);
a 2.0 percent  increase  in food (chapter  9);
a 2.0 percent  decrease  in pharmaceuticals  (chapter  10);
a 1.5 percent  decrease  in equipment  (chapter  12); and
a 6.0 percent  increase  in state  capital investments  (chapter  15).

The  chief  accountant  at the MOH for Mary Velayet stated  that there  was “serious  budget  control  in
1994.” She said the budget process had moved from annual planning to quarterly planning. The
Ministry of Finance (MOF) in Ashgabat, the capital of Turkmenistan, allocates the total amount of
funds. The MOH receives a global figure and then plans expenditures. In the planning process,
salaries, taxes, food,  and pharmaceuticals  receive  priority,  with  other  budget  categories  being  funded
from the residual.  If the funds  included  in the plan are not actually  received,  salaries, taxes,  food,  and
pharmaceuticals  are still financed  100 percent  (however,  at one  point  the chief  accountant  said  that they
have stopped  paying  taxes). The  remaining  budget  categories  that are not funded  according  to plan
become  a government  debt.

Mary Velayet’s accountant  said  that the ministry  owes on utilities  (under  office  expenditures  in chapter
3) and that it will  pay when  it has the money. She also said the ministry  has been  unable  to purchase
supplies  for two years. Because  supplies  can’t be received  through  credit,  the debt  is not from health
care facilities  to suppliers,  but  from the government  to health  care facilities. Finally,  the accountant

1 According to the Ministry of Health (MOH), the total health care costs portrayed in the tables include all
health care costs except those for the MOH administration and facilities under the control of the railroad, airport,
Ministry of Internal Affairs, Ministry of Defense, and former KGB.
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said,  ‘We are living  with optimism—if  other  counties  pay their  oil  debts,  they will  receive  the money
owed  the MOH.”

This explanation  largely fits  the numbers,  although  there  are some  differences.  The  reduction  in
salaries may actually  be consistent  with  funding  salaries at 100 percent  of the plan if the increase  in
wages  has not kept up with  inflation  in other  types of expenses.  In addition,  variation  occurs in the
amount  of taxes paid between  years and across velayet.2 Interestingly,  the taxes as a percentage  of
payroll  increased  from 25 percent  to 30 percent  from  1993 to 1994 for all of Turkmenistan. The
pattern  across velayet  for those  years shows that the urban areas of Ashgabat and the central  facilities
tended  to have a higher  percentage  than the  more  rural velayets (this  is assumed to be a result  of higher
compliance,  not  a higher  tax rate). Consistent  with  the Mary Velayet  accountant’s  statement,  Mary
Velayet  had one  of the lowest  percentages.

The  increase  in office  expenditures  (chapter  3) and food (chapter  9) is consistent  with inflation  in the
overall  economy.  Office expenditures  in Turkmenistan  increased  from 9 percent  of total  costs  in 1993
to 10.7 percent  in 1994. Mary Velayet’s  MOH chief  accountant  stated that utilities  (contained  in office
expenditures)  had increased  from .05 manats per kilo in 1993 to 1 manats  per kilo by January 1, 1995.
This  is a significant  increase,  although  given  the current  rate of exchange  (200 manats  to the dollar),
utilities  are still very cheap,  reflecting  the regulation  of energy  prices.

One can conclude  that while  the level  of funding  to Turkmenistan’s  health  sector  has decreased  (as it
has in other  Central  Asian countries),  the country’s  health  care facilities  have not  reached  the crisis
point  seen in Kazakhstan  or Kyrgyzstan. One reason  for this is the deregulation  of prices  in the latter
nations’  energy  sector.  For example,  in Shymkent, Kazakhstan, utilities  were  27 percent  of health  care
facilities’  costs in 1994. Because  salaries are basically a fixed cost,  the increase  in utility  costs results  in
major reductions  to other  budget  categories  such  as pharmaceuticals,  medical  supplies  and equipment,
and capital  maintenance. The  Turkmenistan  government’s  policies  concerning  energy  thus have  a
profound  effect  on the cost structure  of the country’s  health  care facilities  and their  ability  to provide
quality  health  care.

The  2.0 percent  increase  in food expenditures  and 1.5 percent  decrease  in equipment  expenditures  are
consistent  with budget  priorities  (salaries, taxes,  food,  and pharmaceuticals). However,  the 2.0 percent
decrease  in pharmaceutical  expenditures  and 2 percent  increase  in office expenditures  are inconsistent
with  budget  priories,  although,  as noted  above,  the office expenditures  increase  probably  is due  to
inflation.

Discussions  could  be held with  the  Turkmenistan  government  about the process  for setting  budget
priorities. For example,  food may be a good  candidate  for user fees, thereby  allowing  more  funding  for
pharmaceuticals  and medical  supplies.

2 The actual tax rate (charge on payroll) was not determined on this trip and should be verified; here, it is
assumed to be consistent with that of other former Soviet countries.



While  equipment  decreased  by 1.5 percent,  expenditures  for supplies  remained  the same  from 1993 to
1994 (although  they were  only 1.4 percent  of total  costs).3 As previously  mentioned,  the Mary MOH
chief  accountant  said  the purchase  of supplies  has been  difficult  (although  funds  are allocated  for them).
Without  an evaluation  of inventory  levels,  it is difficult  to determine  whether  the changes  in resources
allocated  to equipment  and pharmaceuticals  have  affected medical  practice.  However,  if the downward
trend  continues,  it will  definitely  affect  the type and quality  of care provided.

An interesting  aspect of the analysis of the structure  of health  care costs by expenditures  in the different
budget  categories  is the level  of spending  on state  capital  investments  (chapter  15) and capital repair
(chapter  16)4. State capital  investments  were  2.3 percent  of total  costs in 1993 and 8.3 percent  in
1994. These  investments  were  almost  exclusively  in central  facilities,  where  they were  19.2 percent  of
total costs  in 1993 and 46.9 percent  in 1994. Capital  repair was 6 percent  of total costs  in both 1993
and 1994. Average  capital expenditures  of 10 percent  over  the two years is fairly high compared  with
the remainder  of Central  Asia. For example,  Shymkent, Kazakhstan,  had average  capital  expenditures
of 4 percent  for 1993 and 1994, with  no state capital  investments.  By comparison,  the capital-intensive
U.S. health  care system  spends  approximately  10 percent  on capital assets every year.

The  president  of Turkmenistan  would  like  to maintain  or increase  the level  of capital  expenditures,  as
evidenced  by a speech  he gave in January 1995 in which  he announced  the development  of the design
for a big cardiology  center  for Turkmenistan. This is an area in which  donor  agencies  may be able to
provide  technical  assistance  to develop  mechanisms  to make long-term  capital  allocation  decisions.
Based on lessons  from other  countries,  the level  of capital and resulting  intensity  of services  can
significantly  increase  a nation’s  health  care costs. The  existing  high  level  of capacity in the health  care
system  should  be balanced  against  the desire  to build  or upgrade  facilities. In addition,  the introduction
of new equipment  would  result  in an increase  in the intensity  and cost  of services  provided.

To build  on the broad picture  of the changes  in cost  structure  presented  above,  the following
paragraphs  outline  more  specific  breakdowns  of the costs  by budget  category  across velayet  and type
of facility.

Although  the absolute  figure  devoted  to salaries changes  across years, the velayets retain  basically the
same  relative  positions.  For example,  in both  years, Lebap has the highest  proportion  and Ashgabat
the lowest.  Additionally,  if state capital  investments  were  not  included  in central  facilities  costs,  salaries
would  move  from 21.2 in 1994 to 40 percent  of total central  facility costs,  slightly under  the average
of 42.8 percent.

The  percentage  of total  costs devoted  to salaries varies  widely  across type of facility. This  is not
surprising,  as the facilities vary in their  purpose  and, therefore,  their  cost  structure,  a large portion  of
which  is labor costs. Hospitals  have  among  the lowest  percentage  of costs  in salaries, reflecting  the
levels  of food,  pharmaceuticals,  and medical  supplies  and equipment  required  to provide  inpatient  care.

3 A clearer  picture  of the relationship  between  supplies  and equipment  should  be developed  indicating  exactly
what  types of expenses  are in each category.

4 Capital  expenditures  are part of a separate  planning  process in Turkmenistan.



Blood  transfusion  facilities have  very low salary costs,  as most of their  costs are concentrated  in
pharmaceuticals. Outpatient  services  generally  have higher  labor  costs than hospitals,  and the
percentage  of costs devoted  to salaries increases  from polyclinic  to SVA to FAP consistent  with  the
level  of care provided. Sanatoria and orphanages  vary in their  percentage  of labor costs (although  they
tend to have high  food  costs),  while  emergency  services,  disinfection  stations,  sanitation  control
centers,  health  centers,  forensic  medicine  facilities,  and centralized  accounting  offices  generally  have
high  labor costs.

As mentioned  above,  the percentage  charged  on payroll  or taxes collected  (calculated  as taxes/salaries)
varies  across velayet. The  percentage  also varies  across type of facility,  with  more  variation  occurring
in rural velayets.  For example,  in Ashgabat City, the tax percentage  for 1994 among  type of facility
ranged from 31 percent  to 35 percent , while  in Mary Velayet  it ranged from 18 percent  to 37 percent.

Percentage  of total  costs  for office  expenditures,  business  trips, food,  pharmaceuticals,  and medical
supplies  and equipment  are relatively  consistent  across year and velayet;  however,  they vary across
type of facility,  again reflecting  the  different  purpose  and structure  of the facilities.

Cost per capita is relatively  stable across velayet,  with two exceptions.  First,  a discrepancy  between
central  and Ashgabat City facilities is evident:  The  cost  per capita  for Ashgabat City is way below the
average  when  not including  the central  facilities,  but much  higher  when  central  facilities  are included.
The  difficulty  lies  in attempting  to determine  the proportion  of Ashgabat City residents  who are served
by central  facilities versus  the  proportion  of rural residents  who are served  by them.  The  percentage  of
rural patients  in Ashgabat central  hospitals  is 38 percent. If two-thirds  of central  facility costs are
allocated  to Ashgabat City, the cost per capita  for Ashgabat would  have  been  43.59 manats (compared
with  an average  of 37.04 manats) in 1993 and 452 manats (compared  with  an average  of 301)  in 1994.
Although  it is probably  fair to say cost  per capita  is higher  than average  for Ashgabat City, more  work
is needed  to allocate  central  facility costs.

The  second  exception  to the stability of cost  per capita across velayets  occurs  in Balkhan Velayet,  in
which  the cost is significantly  higher  than in other  velayets—48.40 manats  in 1993. (Unfortunately,
1994 financial  data are unavailable  for Balkhan.)  One reason  for the higher  costs  may be the much
lower  population  in Balkhan, which  is approximately  half that  of the other  velayets. This  finding  raises
an interesting  question: Are the  higher  costs due  to serving  a disbursed  rural population,  or does
central  planning  lead to health  care delivery  structures  that are similar  throughout  the country,  without
the  flexibility  to adapt to different  environments?

Resources  Allocated  to Type of Facility

In Balkhan, Lebap, Mary, and Toshauz Velayets,  the percentage  of resources  allocated  to hospitals,
polyclinics,  and other  facilities was relatively  similar and consistent  between  1993 and 1994 (see  Tables
1 and 10). In each, hospitals  consumed  approximately  75 percent  of health  care resources,  polyclinics
15 percent,  and other  facilities and services  10 percent.  Ahalsky Velayet  has a slightly different  profile
and experienced  more  variation  across the two years. Hospitals  consumed  approximately  80 percent
of its total resources , polyclinics  8 percent,  and other  facilities  12 percent.
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Ashgabat City and central  facilities  appear to have  a symbiotic  relationship. Central  facilities  allocate  a
very high  percentage  of resources  to hospitals,  a very low percentage  to polyclinics,  and a moderately
high  percentage  to other  facilities and services. Conversely,  Ashgabat City facilities give a high
percentage  of resources  to hospitals,  a high amount  to polyclinics,  and a very low percentage  to other
facilities and services.

One way to look  at the structure  of the health  care delivery  system  in Turkmenistan  is to evaluate  the
prevalence  of different  levels  of facilities  (central,  oblast,  municipal,  and rayon)5 and the corresponding
resource  allocation.  Different  levels of facilities  are controlled  by different  political  units,  usually
through  a separate ministry  or department  of health. Central  facilities  are all controlled  by the national
MOH, and Ashgabat City facilities  are all controlled  by the Ashgabat City MOH. Ahalsky, Balkhan,
Lebap, Mary, and Toshauz Velayets  show  different  patterns in facility level  and, therefore,  control  for
both 1993 and 1994. This is somewhat  surprising  considering  the centralized  nature of the system  and
probably  reflects  either  an evolution  of the health  care system  to respond  to different  geography,
demographics,  or development,  or inherent  differences  in political  structure  across velayet.

A summary  of resource  allocation  for the velayet  hospitals  and polyclinics  for 1994 (1993 for Balkhan)
is shown  in the box below.

As the box indicates,  the profiles  are very diverse,  although  oblast  facilities  tend to be hospitals  rather
than polyclinics,  municipal  facilities tend  to be polyclinics  rather than hospitals,  and rayon facilities  tend
overwhelmingly  to be hospitals,  with  rayons having  either  a substantial  portion  of or no polyclinics.
The  oblast  and municipal  structure  in the velayets  matches  that of the central  facilities and Ashgabat
City, where  the central  facilities  are largely hospitals  and the municipal  facilities are mostly  polyclinics.

Aggregate  Statistical  Indicators6

The  average  number  of beds  in Turkmenistan’s  hospitals  in 1994 was 116. Hospitals  in Ashgabat City
have a much  greater  amount,  averaging  282 beds. The  remaining  velayets  average  107 beds, which  is
still quite large considering the high proportion of SUBs in rural areas averaging about 25 beds.

5 The analysis attempts to use the terms “velayet” and “etrop” consistently; however, the tables show oblasts
rather than velayets, and rayons rather than etrops.

6 Aggregate  1994 statistical  data  for central  facilities  were not collected. As in other parts of the analysis,  the
separation between Ashgabat City and central facilities is problematic.
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Figures  1 through  16 compare  (1) occupancy  versus bed  turnover,  cost per case versus  length  of stay,
and cost  per bed day versus  staff per bed for hospitals;  and (2) cost  per visit  versus visits per doctor  for
polyclinics  and OPDs combined. The  means  for the variables  are illustrated  by two intersecting  lines
that form four sectors  representing  high,  low, and middle-range  efficiency.  Each comparison  consists
of four tables—one  each for total facilities,  urban  and rural facilities,  general  and specialized  facilities,
and facilities  broken  down  by level  (central,  oblast,  municipal,  rayon,  and rural).

No real distinctive  findings  emerge,  although  there  seems  to be more  variation  among  urban than rural
facilities.  This  may be explained  by the facility-level  comparisons. Urban facilities consist  of central,
oblast,  municipal,  and rayon facilities. These  different  types of facilities  differ from each other,  resulting
in a lot of variation  in urban hospitals.

Correlations  to the above data are show in Tables  24 through  40, which  consist  of the same  categories
of hospitals  as shown  in Figures  1 through  16. The  correlations  appear  to support  the distinction  by
facility  level. Very few variables  show a strong association  when  hospitals  are categorized  into  groups
consisting  of all, general,  specialized,  urban or rural. However,  many variables  are correlated  when
the hospitals  are categorized  by facility level.  This  finding  should  be investigated  further,  as there  are
interesting  implications  for health  care reform if facilities  are characterized  more  by source  of budget
and control  than by location  or type of services  provided.

Regressions

Regressions  were  included  in this report  with  dependent  variables  of cost per case and cost  per bed  day
for hospitals,  and cost  per visit for polyclinics  and outpatient  departments  (Tables  41 through  51).8

Many qualifications  exist for this analysis, two major ones  being the sample  size  and lack of a severity
measure. 9 All facilities were  included—no attempt  was made to identify outliers. The  variables
proportion  of doctors  to total s t a f f ,  surgeries  per case, X ray and lab per case, and proportion  of
transferred  cases10 were  included  to attempt  to proxy intensity  of services  provided.

In the specification  with  cost  per case as the dependent  variable, occupancy,  LOS, staff per bed,  and X
rays per case were  significant  and explained  63 percent  of the variation  in cost per case. All variables
had the hypothesized  relationship  to higher  cost  per case: lower  occupancy,  higher  LOS, higher  staff
per bed, and more  X rays per case. X rays per case is the only significant  variable  describing  the type

8 Regressions  for hospital cost per case and combined polyclinic and outpatient department (OPD) costs per
visit are described, while regressions for hospital cost per bed day and separate polyclinic and OPD costs per visit
are included in Tables 43-49 but are not described.

9 Unfortunately, categorical variables were not included in the analysis, as the Excel program used was unable
to formulate them. The authors are in the process of getting SASS, a statistical software package, and may
continue the analysis, especially given the desire to further evaluate differences by facility level.

l0 Transferred cases are problematic because of the structure of Turkmenistan’s health care delivery system.
Patients are transferred not only because they require a higher level of services, but also because by design,
different  types of services  are provided  in  different  types  of facilities.
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of services  provided  and is unstable,  being  insignificant  in the more  fully  specified  regression  (although
correlations  may exist among the intensity  variables).

In addition  to understanding  the nature of hospital  costs,  regressions  can be used  to develop  payment
systems. Staff per bed, occupancy,  and length  of stay are probably  not good  candidates  for hospital
payment  adjustments,  as they represent  the budget  process  or system  structure  rather  than the type and
level  of services  provided.  For example,  higher  reimbursement  to hospitals  with  longer  LOS creates
incentives  to keep  patients  in the hospital  longer,  rather  than incentives  to provide  efficient,  quality
care. The  objective  of a new payment  system  is to reimburse  hospitals  equitably  for differences  in the
type and level  of services  provided  and requires  variables  that measure  these  differences.

In the specification  for polyclinics  and OPDs combined  with  cost  per visit  as the dependent  variable,
staff per visit (direct  relationship),  the proportion  of doctors  to total  staff (direct  relationship),  and the
proportion  of home  visits to total  visits (inverse  relationship)  were  significant  and explained  85 percent
of the variation  in cost  per visit  (disconcertingly  high). The  proportion  of doctors  to total staff may
measure  the type and intensity  of services  provided  and should  be investigated  further. A question  this
finding  raises is why the hospital  regressions  did not show the same  result,  particularly  as doctors
receive  higher  wages. The  inverse  relationship  between  the proportion  of home  visits to total visits
(the more  home  visits the lower  the cost  per visit) is an interesting  finding. While  the suggestion  that
doctors’  time  is not  valuable  is disconcerting,  the findings  may indicate  that given  the overall  level  of
services,  it is an efficient  way to provide  health  care.

Overall,  the regressions  for hospitals  and polyclinics  may be more interesting  for the relationships  they
do not show rather  than  for those  they do. For example,  why are proxies  for efficiency  and intensity
generally  insignificant  in explaining  variation  in hospital  costs?  The  level  of variation  explained  appears
to indicate  that differences  in costs  are systematic,  rather than purely  randomly  based on a political
budgeting  process. In conclusion,  a larger sample  and more  analysis is needed  to understand  the nature
of facility health  care costs  in Turkmenistan.

Capital

Data on total capital  assets for Ashgabat City health  care facilities  were  collected  and show that the
city’s level  of capital  is very low compared  with  its operating  costs. Capital  assets were  revalued
during  the conversion  from rubles  to manats, but  the impact  of inflation  has not been  addressed.  The
gove rnmen t  may want to consider  some  form of replacement  cost  accounting  so that depreciation
expense  appropriately  accounts  for capital costs.
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All  Polyclinics

Cost  Per Visit Home  visits/ Docs/ Total Staff/ 1000 Surgeries/ X-Rays/
Visits  per Doc (total) Total visits Staff Visits 1000 Visits 1000 Visits   Lab/Visit

Visits per
D o c  1
Cost Per
Visit
( t o t a l )  - 0.30 1

Home
visits/
Total
v i s i t s  0 . 0 0  -0.17 1

Docs/
Total  Staff -0.61 0.16 -0.07 1__
Staff/
1000
Visits -0.37 0.94 -0.07 0.14 1
Surgeries/ 
1000
Visits -0.13 0.05 -0.14 0.26 -0.04 1-..  _ _ -
X-Rays/
1000
Visits -0.20 0.00                  -0.06 0.25 -0.05 -0.06 1

Lab/Visit -0.21 0.28 -0.16) 0.09 0.25
I

0.00 0.74 1
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